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disease. Recent national data reported by the Centers for
Disease Control show that deaths because of cardiovascular
disease declined by 3.5% in 2003.2 It is also widely recognized
that the median age for incident and prevalent patients with
end-stage renal disease has been increasing.3 A plausible
explanation of the higher median age of incident end-stage
renal disease patients is that the unintended consequence of
the successful treatment of cardiovascular risk factors is that
patients with chronic kidney disease are now living long
enough to reach end-stage renal disease. This, in turn, results
in an increase in the demand for renal replacement therapy,
including transplantation.
Delmonico is correct in observing that there is much
room for improved implementation of preventive strategies.4
But it is not clear that even robust prevention programs will
result in fewer, rather than more patients living to reach end-
stage renal disease. As the manifest benefits of transplantation
over dialysis are also realized by older patients,5 laudable
programs of aggressive risk factor reduction may actually
exacerbate the shortage of transplantable organs. Further-
more, such efforts can hardly be expected to significantly
attenuate the strain on the organ supply in the United States
if the waiting list exceeds 100 000 by 2010.6
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To the Editor: In the March issue of this journal, four
commentaries argue the pros and cons of providing
incentives for organ donation. The potential of ‘reciprocal
altruism’ is unclear and opposition to organ sales is
‘formidable’.1 I propose another approach that I believe is
practically and ethically superior: conscription of all usable
cadaveric organs.2 Like a military draft, this would be a draft
of organs from recently deceased people.
What are the advantages of conscription? Under this plan,
the efficiency of cadaveric organ procurement should
approach 100% – it is unlikely that any other system could
even come close. This would greatly increase the number of
organ transplants while reducing the need for living donors.
The plan is simple and would avoid the complexity of
alternatives noted by Dr Monaco.3 No longer would
distraught families and reluctant staff have to confront the
difficult question of posthumous organ donation and many
jeopardizing delays would be eliminated. Finally, conscrip-
tion would satisfy distributive justice by eliminating ‘free
riders’ and the possibility of exploitation.
The major concern about conscription is that it violates
autonomy. But as Jonsen points out: ‘the cadaver y has no
autonomy and cannot be harmed.’4 The possibility of
harming the sensibilities of surviving family members is
more concerning but any such harm cannot justify allowing
people to die for lack of a transplant.
If we can mandate autopsy when public safety is
threatened and if we can conscript a person into the military
at the risk of death, then surely we can conscript a kidney
from a dead person where the risk to that person would be
zero while the benefit could be life saving. I agree with Dr
Monaco that ‘we need a bold, new approach’,3 but I submit
that conscription of cadaveric organs, not incentives, is the
answer.
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We agree with Dr Spital1 that the United States needs to
address the 50% rate of potential suitable deceased donors
who do not become actual donors annually. However,
accomplishing this increase by conscription, as Spital
recommends, is not likely to be endorsed nationally or
internationally.
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